been discontinued. Apart from these there were no incidents of thrombosis or embolism and no evidence of hepatic or cerebral disease. Breakthrough bleeding occurred in 15 cases and in some of these the dosage was increased to three tablets daily; more recently no modification of treatment was adopted and it settled rapidly in all except one case, where persistent bleeding led to hysterectomy which revealed incipient endocervical carcinoma. Andrews et al. (1959) warned that myomata might undergo rapid enlargement during treatment but although several of my cases had small fibroids, no such response was observed. One patient abandoned treatment because of headache, but no other patient complained of this. On the completion of treatment, all patients capable of menstruating did so within six weeks and no prolonged amenorrhcea was observed. Kistner (1958) suggested that pseudopregnancy would produce pseudodecidual change in areas of endometriosis which would then be followed by necrosis. Riva et al. (1962) suggested that epithelial atrophy was due to stromal overgrowth leading to pressure atrophy and anoxia; it may well be that the gross stromal cedema as observed in one case was important in bringing about this atrophy: indeed, the relative paucity of stromal elements in adenomyosis may help to explain the poor response in this group of cases.
Mode ofAction

Conclusions
In a preliminary report (Chalmers 1962 ) I suggested that hormonal treatment of endometriosis would prove a useful addition to other methods of management and further experience has amply confirmed this. Adenomyosis and large chocolate cysts should be treated primarily by surgery, but in the majority of my cases pseudopregnancy has been helpful and has contributed to the successful establishment of pregnancy in 12 cases. As a secondary method of treatment it has led to relief of symptoms in many cases previously subjected to conservative surgery and has enabled me to avoid castration and further operations. The dosage scheme used is simple, well-tolerated and inexpensive and, in this series, has benefited about three-quarters of all patients treated.
Introduction
Most gynxecological conditions have a world-wide distribution but their incidence may be very different in the tropics and the same basic clinical condition may thus pose very different problems as regards diagnosis and treatment. Delay in treatment may produce very advanced pathology. Tropical gynxcology is the gynaecology of poverty and ignorance, with a few exotic conditions added.
Infections: There are certain infective conditions which are confined to the tropics because they are carried by vectors which only occur there, such as genital schistosomiasis and elephantiasis of the vulva secondary to filariasis. Some other conditions, due to infections which are world-wide, are particularly common in the tropics, such as lymphogranuloma venereum and granuloma inguinale; these may become more common in England as a result of immigration from endemic areas in the tropics.
Other infections with a world-wide distribution are syphilis and gonorrheea: their high incidence in the tropics coupled with delay in treatment commonly produces very florid lesions; in gonococcal infections, for instance, extensive chronic pelvic inflammatory disease is often complicated by large pyosalpinges and is responsible for widespread infertility. Pelvic tuberculosis, too, may produce gross lesions in communities with low resistance and poor facilities for diagnosis and treatment.
Delay: Delay in seeking medical aid leads to patients coming when tumours, such as fibroids and ovarian cysts, are already large. Ectopic gestations, common because of the frequency of salpingitis, more often progress to advanced abdominal pregnancies when the symptoms of slow rupture are tolerated earlier on.
Obstructed labour, too, is ubiquitous in the tropics because of delay in seeking treatment. The high incidence of contracted pelvis, due to stunting of the growth of future mothers by malnutrition and untreated infections in their childhood, increases the number of disasters when modern maternity facilities are sparsely distributed. Injuries of the bladder and rectum sustained during difficult labours are therefore a major problem in many tropical areas, whereas they have become rare in Europe except as a result of surgical accidents.
Under-developed countries are usually also under-doctored and, worse still, such medical facilities as there are may be under-used because the majority of the people do not yet accept their value: confidence in modern scientific medicine is least common amongst middle-aged and elderly women, the least emancipated and the most superstitious group in any communityincluding the British Isles.
Tradition: Strong taboos and traditional beliefs to do with health and disease are part of every culture. In tropical countries these will be unfamiliar to those of us who grew up in Europe but nevertheless they must be studied and understood because they form an important background to the practice of our specialty: advising a woman to have a hysterectomy for menstrual dysfunction may be unacceptable, for instance, if she would lose her status in a polygamous union if she ceased to menstruate; by contrast, this radical treatment is often welcomed by an English woman who has completed her planned familythe local context is very different. Some traditional gynecological procedures may have disastrous sequelm, especially radical female circumcision. It is surprising that this has survived in Africa in spite of strong official and unofficial discouragement.
Geography: Working in the tropics has the advantage that one is constantly reminded that inheritance as well as environment influences the incidence of disease: for instance, the negro peoples characteristically have a high proportion of keloid-formers, which greatly influences the reaction of their tissues to trauma and infection and may thus spoil the results of the most careful reparative surgery. Endometrial carcinoma, even allowing for the differences in parity and agestructure of the population, is less common in Africans than in Caucasians. Uterovaginal prolapse is a major problem in South India, whereas it is not so in tropical Africa. Chorionepitheliotna is another example, which has its maximum incidence along the South-east Asian seaboard. Endometriosis is very rare in Africans and in some other tropical peoples, but this may be related to their almost universal early start to child-bearing. The condition may appear more commonly in future with increased differentiation into social classes, if the new upper strata unfortunately learn to defer their first pregnancy until they think they can afford it.
Conclusion
From these comments, it will be seen that those of us who work in the tropics view the gynaecological problems of Western society with a certain detachment; indeed, to be a woman in the tropics is perhaps not always disadvantageous. In general, however, gynecology in the tropics includes all the clinical conditions seen in temperate climates, with quite a few more very difficult problems added. It is with some of these problems that this symposium is concerned. This communication deals with four conditions which produce chronic vulval lesions in the tropics. All four may be mistaken for carcinoma and two at least predispose to malignant change.
Vulval schistosomiasis may be found wherever Schistosoma hamatobium or S. mansoni are endemic. The gravid female worms migrate within veins to deposit their ova in tissues near the lumen of a hollow viscus, usually the bladder (hwmatobium) or the bowel (mansoni); either species may gqt into the veins of the genital tract and deposit ova there instead. The ova first cause hypernmia and an inflammatory reaction and later become surrounded by areas of granulation tissue described as pseudotubercles; when close to the skin these produce raised, flat or papillomatous masses which frequently ulcerate. Vulval schistosomiasis is found mainly in children, while lesions of the vagina and upper genital tract
